Background: Stability or changes of health behaviours have not been studied in association with incidence of disability pension (DP). The aims were to (1) investigate if stability or changes in health behaviours predict DP due to musculoskeletal diagnosis (MSD), (2) to evaluate if an association exists for DP in general, and (3) after taking familial confounding into account. Methods: The study sample was 16,713 like-sexed twin individuals born in Sweden between 1935-1958 (6195 complete twin pairs) who had participated in two surveys 25 years apart, were alive, and not pensioned at the time of the latest survey. Cox proportional hazards analysis was used to assess the associations (hazard ratios (HR) with 95% confidence intervals (CI)) between stability and change in health behaviours (physical activity, tobacco and alcohol use, body mass index (BMI)), and number of pain locations collected at two time points 25 years apart and the incidence of DP until 2008. Results: During the follow-up, 1843 (11%) individuals were granted DP with 747 of these due to MSD. A higher proportion of women were granted DP than men. Increase in BMI and stable use of tobacco products were predictors for DP due to MSD (HR 1.21-1.48) and DP in general (HR 1.10-1.41). The stability in the frequency of physical activity and increased frequency of physical activity were protective factors for DP due to MSD only when accounting for familial confounding. However, the number of pain locations (stability, increase, or decrease) was the strongest predictor for future DP due to MSD (HR 3.69, CI 2.99-4.56) and DP in general (HR 2.15, CI 1.92-2.42). In discordant pair analysis, the HRs for pain were lower, indicating potential familial confounding. Conclusions: Health behaviours in adulthood, including an increase in pain locations were associated with the incidence of DP. The association between physical activity and DP was especially related to adulthood choices or habits, i.e., the individual decision about frequency of exercising. Thus, it is important to e.g. increase public awareness of the potential beneficial effects of exercise throughout life to avoid permanent exclusion from the labour market for medical reasons.
Background
Musculoskeletal disorders (MSD) are a major burden, not only to the individual because of reduced work capacity but also to the health care sector and thus the society as a whole since they incur high costs [1] . The common characteristics of all MSD are pain and reduced physical function [2, 3] . Moreover, different MSD often coexist [4] . The social consequences of these disorders can be severe, and MSD are the largest diagnostic category accounting for award of disability pensions (DP). DP is the definitive outcome of work incapacity, leading to permanent exclusion of the individual from the labour market with major consequences for the individual, and not only in terms of reduced income [5] . However, there remains a need for understanding the predictors of DP due to MSD, since so far most of the studies have focused on DP in general [6] [7] [8] or on rather specific MSD diagnoses, such as back disorders [9] .
Previous research has indicated that various health behaviours may influence the incidence of DP due to MSD. For example, several health behavioural factors (such as physical activity and diet) have been demonstrated to increase the risk for osteoarthritis, one of the main diagnoses within the group of MSD [10, 11] . Moreover, overweight has been shown to be associated with increased risk of DP in general [7] . However, obesity or sport participation can also be considered as preventive or modifiable factors [10, 11] since another study found that lack of physical fitness did not necessarily contribute to chronic conditions, such as MSD [12] . Although regular physical activity is one of the most common public health recommendations, the most beneficial dose of physical activity (such as the extent of regularity: exercise occasions daily, weekly, and should the regularity last for months, years or such) to prevent MSD, and hence to reduce the consequences of MSD such as DP, remains to be established [13] .
An issue of concern is that any changes in health behaviours that occur at different times during an individual's life-time may have an impact on the MSD. Nevertheless, adults tend to be relatively conservative (stable) in their health behaviour very few changes tend to occur over the years. Both body mass index (BMI) and physical activity are known to be rather stable health behaviours [14, 15] . Furthermore, experiences of musculoskeletal pain sites tend to be stable during the lifetime [16] . Moreover, the duration of specific health behaviours may influence the development of MSD. In other words, certain behaviours lasting only a short period or at irregular low levels such as smoking and drinking alcohol every now and then at parties, or smoking only for a short period, may not have similar effect as more prolonged exposure (such as regular smoking or alcohol consumption for many years) on MSD and their social consequences, such as DP.
A recent study revealed that genetic factors account for about 37% of the variation of DP due to MSD [17] . Environmental factors not shared by co-twins, such as adulthood experiences or choices, or habits of health behaviours (e.g., leisure-time activities and smoking), explained the remainder (63%) of the variation in DP due to MSD. The relatively large influence of environmental factors unique to each twin individual implies that risk factors for DP due to MSD can be modified. A twin study with a sufficient number of twin pairs discordant for DP due to MSD would be an effective tool to investigate whether health behaviour, stable or altered, could modify the risk for DP due to MSD. As far as we are aware, no such study has been conducted to date. Here we have examined the associations between stability or change in health behaviours and future DP due to MSD in a setting which can control for familial confounding.
This study aimed to investigate whether health behaviour, and changes in these behaviours, could predict DP due to MSD, taking familial confounding into account. Another aim was to evaluate if such an association also existed for DP in general.
We hypothesised that a stable pattern of health related behaviour may have an impact on the risk of DP due to MSD and DP in general. However, a change in behaviour may also affect later risk of DP. Therefore, both stability and change in a number of health-related behaviours was investigated, such as use of tobacco products (i.e., cigarette and pipe smoking and oral tobacco), alcohol consumption (irrespective of alcohol type and frequency), frequency of physical activity, and BMI, as well as number of pain locations.
Methods
A prospective twin cohort study was conducted.
Participants
Data from a prospective twin cohort study called STODS (Swedish Twin study Of Disability pension and Sickness absence) was used [18] . Data about twins born between 1925 and 1958 (N = 59 893) from the Swedish Twin Registry (STR) were available for this study. The first selection criterion for the study cohort was that a twin had participated in both the mailed questionnaire in 1973 and the telephone interview, Screening Across the Lifespan Twin study (SALT), conducted between January 1998 and March 2003 [19] . Second, only likesexed twins with known zygosity were included. Third, individuals who at the time of the SALT interview were alive, living in Sweden, < 65 years old, and not retired (not on old-age or DP) were included. Hence, the final study sample consisted of 16,713 individuals born 1935-1958, including 6195 complete twin pairs of whom 2659 were monozygotic (MZ) and 3536 were dizygotic (DZ) twin pairs. Fifty-two per cent of the study sample was women. The questionnaire conducted in 1973 and the SALT-interview have been described in more detail elsewhere [19] .
Data sources and variables
The STODS data were obtained from the following sources. Data on date of birth, zygosity, sex, pain, and health behaviours from the two above mentioned two surveys were obtained from the STR [19] . Data on DP was collected from the MiDAS-database, the National Social Insurance Agency. Information on education, employment status, year of emigration, and old-age retirement was gathered from Statistics Sweden. Finally, data regarding date of death were obtained from the National Board of Health and Welfare. Data from the different national registers were linked together by using the unique ten digit Swedish identification number of each twin individual.
Follow-up time and outcomes
The following information about DP from the MiDASdatabase was used: date granted DP and diagnosis according to from the date of the SALT interview (between 1 January 1998 and 31 March 2003) until 31 December 2008 for all twins in the cohort (Figure 1) . DP diagnoses were categorized as MSD (determined by ICD-10 rubrics M00-M99) and DP in general (that is, due to all diagnoses, including MSD). Individuals' data were the time until the age of 65, year of old-age retirement if that was before 65, emigration, date of death, or until end of follow-up at 31 December 2008.
Exposures
Information on exposures was collected from the questionnaire in 1973 and from the SALT interview study, conducted approximately 25 years later ( Figure 1 ). Exposures were categorized into groups of stability and change between the two time points as follow:
Leisure-time physical activity
Frequency of leisure time exercise (intensity and duration unknown) was enquired for with questions of exercise during a year: Do not exercise at all, Exercise very little, Exercise rather little, Exercise not that much, Exercise rather much, Exercise much, and Exercise very much. These were coded into four groups: 1) those who were frequent exercisers at both 1973 and SALT (stable frequent exercisers), 2) those who did little or no exercise (stable sedentary), and 3) those who increased, or 4) decreased the amount of exercise after 1973.
Body mass index (BMI)
BMI was calculated using self-reported weight and height information [(weight in kilograms/(height in meters) × (height in meters)]. Limits for underweight (< 18.5), normal weight (18.5-25) , overweight (25) (26) (27) (28) (29) (30) , and obesity (> 30) were based on WHO standards [21] . Answers were coded into: 1) stable i.e. within same WHO category in 1973 and at SALT, 2) decreased i.e. decreased to a lower weight category after 1973, or 3) increased i.e. the individual had moved to a higher weight category after 1973.
Tobacco
Use of tobacco products, regardless of type (cigarettes, smokeless [oral] tobacco, pipe tobacco, and cigars) was enquired in both surveys and answers were categorized into three groups: 1) stable non-tobacco users (never), 2) stable tobacco users, and 3) those that changed their tobacco use behaviour after 1973 (either stopped, or started to use tobacco).
Alcohol consumption
Use of any type of alcohol (beer, wine, and spirits) was enquired in both interviews and categorized into two groups: 1) stable abstainers and 2) those that drank alcohol sometimes or regularly.
Number of pain locations
Questions about presence of back, shoulder, or neck pain were asked in both surveys and the questions were phrased as "Have you been suffering from severe pain in [then came the list] during the past years, resulting in difficulties to work?" Answers were coded as: 1) no pain at any of the surveys (never), 2) having the same pain at both surveys (stable), 3) decrease in number of pain locations after 1973, or 4) increase in number of pain locations after 1973. 
Background factors and covariates
Zygosity determination (MZ or DZ) for like-sexed twin pairs was obtained at the time of registry compilation on the basis of questions about childhood resemblance, and then updated during SALT for those twins not previously diagnosed or with uncertain diagnosis. When validated against serological and micro-satellite markers, this method is known to be 98% accurate [19] .
Data on employment status (1970) and years of education (mean n years = 11) (at time of SALT) were obtained from Statistics Sweden.
Information on marital status was collected in the questionnaire 1973 and coded as "being married/co-habited" vs. "single, separated, or widowed".
Severity of diseases
Questions about the presence of common diseases and conditions were asked of all twins in SALT. Participants were asked to respond "yes" or "no" to the question "Do you have or have you had [here 53 different health problems and conditions were mentioned -listed in Table  1 ]?". In order to obtain a measure that reflects the medical severity of health problems instead of a summary variable of a number of self-reported conditions, Gold and co-authors' ratings of severity of health problems were applied to the SALT data [22] . An expert panel was asked to rate conditions in terms of their degree of being "life-threatening" according to the following three categories: "very life-threatening", "somewhat life-threatening", "and not at all life-threatening". For conditions available in SALT but not previously evaluated by Gold and colleagues, a four-member expert panel of physicians evaluated the conditions in terms of their degree of severity regarding the degree of being life threatening [23] . If there was no unanimity on the seriousness of a particular condition, the majority rating was used. Thereafter, a variable "number and severity of diseases" was created for each individual coded as "0", if no conditions at all were reported, "1", if conditions were "not at all life-threatening", "2", if any of the subject's conditions were "somewhat life-threatening" and, finally, "3", if any of the conditions present were "very life-threatening". If a person had several conditions, the code for chronic conditions was combined to represent these combinations (such as "Chronic conditions, both not at all life-threatening and somewhat life-threatening"). Altogether, eight categories were used, see Table 2 . (9) 23 (1) 26 (1) 172 (6) 267 (6) 1-19 hours --3 (2) 11 (4) 2 (1) 1 (0) 17 (4) 25 (4) 18 (1) 12 (0) 97 (3) 129 (3) Student 13 (13) 22 (15) 33 (17) 53 (17) 38 (14) 72 (18) 115 (24) 147 (21) (31) 91 (30) 5 (2) 5 (1) 123 (26) 198 (28) 10 (0) 24 (1) 605 (20) 966 (22) Missing data -2 (1) 2 (1) 1 (0) 4 (2) 8 (2) 3 (1) 10 (1) 35 (1) 49 (1) 22 (1) 30 (1) Marital (14) 25 (17) 48 (25) 73 (24) 52 (20) 88 (22) 140 (29) Stable number of pain locations 6 (6) 11 (8) 10 (5) 12 (4) 23 (9) 23 (6) 16 (3) 22 (3) 120 (4) 206 (5) 85 (3) 129 (3) Decrease of pain locations 3 (3) 6 (4) 6 (3) 10 (3) 12 (5) 20 (5) 9 (2) 27 (4) 105 (4) 188 (4) The study was approved by the Regional Ethical Review Board in Stockholm, Sweden (2007/524-31).
Statistical analysis
Hazard ratios (HR) with 95% confidence intervals (CI) were computed using the Cox proportional hazards model with the follow-up time in days, and DP due to MSD and DP in general as the outcome variables. All Cox proportional hazard analyses were age adjusted. The analyses were clustered on twin pair identity to account for the fact that the twin pairs rather than independent individuals were sampled [24] . First, we calculated HR separately for MZ and DZ twins, and separately for men and women. Since the differences between zygosity or sex groups were negligible, we chose to run the analyses so as to include all individuals pooled together. However, to minimize the potential confounding of zygosity, all models were adjusted for zygosity. The analyses were stratified by sex. Each health behavior was analyzed separately, but we adjusted the models for: (1) education, to account for occupational and socio-economic status, (2) marital status, to account for family situation, and (3) the number and severity (level of life-threatening medical conditions) of diseases, to control for the potential effect of other chronic diseases on health behaviour (such as a cardiovascular disease preventing the individual from participating in physical activity or following the advice of a physician to stop use of tobacco products because of a disease) in the study.
Conditional Cox proportional hazard analyses were performed using twin pairs discordant for DP in general or DP due to MSD; i.e. one twin had been granted DP while the other twin had not been granted DP during the follow-up. The follow-up time to DP was evaluated in relation to the follow-up time of the co-twin. Familial confounding is evident in twin samples as twin pairs reared together share both their genetic make-up (100% for MZ and on average 50% for DZ twin pairs) as well as home and family environment. The potentially confounding familial factors can be controlled for by stratifying the sample by twin pair, which allows each twin pair their own baseline hazard. As a result, findings of associations between risk factors and DP in this analysis would not be explained by familial confounding. Statistical analyses were performed with Stata version 9.2 (Stata Corporation, College Station, TX, USA).
Results
During a mean follow-up time of 6 years, a total of 1843 DP were granted (11% of all individuals) and 747 of those were due to MSD (41% of all DP). More women than men were granted DP in general (n = 1183 vs. 660, in percentages 64% vs. 36%) and due to MSD (n = 498 vs. 249, 27% vs. 14% of all diagnoses). The characteristics of the study sample are presented in Tables 2 and 3 . Almost all individuals in the cohort were working at the time of the first interview in 1973, when they were between the ages of 16-48. Very few (0-6%) reported any chronic medical conditions at time of follow up, most (51-70%) had conditions that were considered only as somewhat life-threatening (see Tables 1 and 2) .
With respect to health behaviours, there was no clear pattern in the risk for DP. Increase in BMI (HR 1.21, 95% CI 1.03, 1.41) and stable use of tobacco products (HR 1.48, 95% CI 1.17, 1.85) over the 25 years were both independent predictors for DP due to MSD and for DP in general (HR 1.10, 95% CI 0.99, 1.21, HR 1.41, 95% CI 1.22, 1.62, respectively). A decrease in BMI was also associated with an increased risk for DP (HR 1.58). These associations of BMI and of use of tobacco products with DP did not remain significant when familial confounding was taken into account. Low physical activity, i.e., sedentary behaviour, or increased frequency of exercise exerted a protective effect on DP due to MSD only when taking into account familial confounding. Stability, increase, and decrease of number of pain locations between the two time points were the strongest predictors for future DP due to MSD (HR 2.32-3.69) and DP in general (HR 1.72-2.15) ( Table 4 ). The results of conditional Cox proportional hazard accounting for familial confounding confirmed these findings. 
Discussion
In this prospective cohort study of the incidence of DP among adult Swedish twins, 11% had been granted DP during the six year (on average) follow-up. Nearly half of the DPs were due to MSD and it was found that some health behaviour aspects and changes were associated with DP due to MSD as well as with DP in general. These results remained unchanged when adjusting for marital status, education, severity of diseases, and age -all well known factors affecting the incidence of DP. Familial factors do not seem to influence these associations thus suggesting that factors occurring during the adulthood play the predominant role, except for the association between physical activity and DP due to MSD. One unexpected finding from this study, in contrast to prior evidence linking unhealthy behaviours to disease onset and disabilities [7, 25] , was that neither stability nor change in any other health behaviour (in our study alcohol consumption or change of use of tobacco products) displayed any clear-cut associations with future DP. Though, this is in line with a recent Finnish study of twins, where smoking measured at one time-point, but in 30 years of follow-up predicted higher risk for DP due to low back disorders, whereas alcohol consumption did not [26] . However, our lack of association between alcohol consumption (as tested "stable abstainers" as referent, and "those who drank alcohol sometimes or regularly" as being in risk) and DP is maybe partially related to the fact that we did not have such detailed information about alcohol consumption. Thus, we could not analyze this using a more detailed categorization. Since we were able to detect changes over time in health behaviour, we expected to see some impact of a change in BMI, use of tobacco products, or alcohol consumption. This was of particular interest since it is known that adults tend to be relatively stable in their health behaviour [14, 15] , in fact many public health recommendations are targeted to change these behaviours. Instead, our results point in the direction that health behaviours may be mediated by familial confounding, that is, by factors that are shared in childhood such as family environment and genes. As shown in Table 3 , some increased risk of DP was related to an increase in BMI over time and to the stable use of tobacco products, but the associations were no longer statistically significant after accounting for familial confounding. Nevertheless, frequency of physical activity, either a stable sedentary behaviour or a change i.e. increased frequency of exercise showed a reduced risk for DP due to MSD when familial confounding was accounted for. There was no association when familial confounding was not taken into account. The association between physical activity and DP in general was also protective, though non-significant, after controlling for familial confounding. The effect of familial confounding indicates that some adulthood choices or habits can play an important role in physical activity for example; these may affect choices about the type and frequency of exercise, which in turn affects DP. If the adulthood choices or habits are really of importance for the association between physical activity and DP, as the result suggests, there might be possibilities to target public health campaigns to increase the public awareness of benefits of physical activity and/or to target interventions such that physical activities are promoted. The number of pain locations between the two time points, separated by approximately 25 years, showed the strongest association with DP in this cohort of individuals in gainful employment at the time of the first data collection in 1973. At that time, almost all individuals in the cohort were working (Table 2) . Both stability and an increase in the number of pain locations predicted DP in general as well as DP due to MSD occurring over an average 6 years of follow-up. This result also persisted after familial confounding was taken into account, suggesting that pain location is a characteristic associated to DP due to MSD, and is less likely to be affected by shared family or genetic factors. Previous studies of pain have shown pain to have a biological basis i.e. there is a genetic component (e.g., [27] ). Although pain as a risk factor for DP was an expected finding, the predictive value of pain for future DP many years later is highly relevant for both the individual and public health as a whole. From a public health perspective, pain management [28] as a tool for health care providers should be considered.
This study used data from a population-based Swedish twin cohort and detailed DP information including the dates and diagnosis of DP. Further, strengths of the study include the large cohort, and collection of exposure data at two time points separated by a relatively long time period (25 years), enabling measurement of stability and change in health behaviour. In addition, there were no drop-outs regarding follow-up information. Moreover, a prospective study design was used with a relatively long follow-up (a maximum of 10 years) and the use of the twin setting made it possible to control for familial confounding. The access to twin data gives a unique opportunity to control for familial confounding by using co-twin control design. This design allows analyzing twins discordant for both outcome (in this case DP due to MSD) and exposure (such as health behaviour aspects and changes). The cotwin control design is a powerful tool since cases and controls are matched optimally being twins (monozygotic twins share on average 100% of their genes at the sequence level, and dizygotic twins 50% of their segregating genes). Moreover, the twin pairs are age-matched by definition and in the present study the pairs were also matched by sex. The analysis of outcome and exposure discordant twins investigates whether twins who are exposed to a specific risk factor more often are granted a DP than their non-exposed co-twins. One limitation was that several additional changes regarding exposures might have occurred between the first and second data collection, and these might have impacted on the observed associations. This cannot be ruled out in the study, but the use of two time-points before the beginning of follow-up of DP was done in order to gain some insight into this phenomenon. Although no detailed information about the duration of exposure to the health behaviours was available, we assume that the two time points used may reflect duration, at least at a crude level. To minimize this problem, only those twins who had participated in both surveys were included. The non-responders, that is, twins participating in 1973 but not in SALT, have previously been evaluated, and it was found that non-responders were similar to the responders at least in terms of how they had responded to the questionnaire in 1973 [19] . Another limitation is that our measure of BMI was based on self-reported weight and height. However, we may assume that our BMI should be a relatively reliable measure. A recent study also based on the Swedish twin registry found that self-reported and assessed height, weight, and BMI have significant and substantial between measurement agreements [29] .
It is worth noting that the factors under study may be mutually related [30, 31] . For example, pain may prevent an individual from exercising for shorter or longer time periods, or smoking cessation may be facilitated by motivation to improve one's fitness level. Similarly, one health-related behaviour (e.g., smoking) may have a mediating effect on the association between a second health-related behaviour (e.g., exercising) and DP. In this study, we have primarily focused on studying the stability or change of health behaviours and their effect on the development of DP. Therefore, we have intentionally excluded the analysis of between-health behaviours associations.
Since health behaviours may be influenced by the grade and the number of chronic conditions, we have also adjusted for severity of diseases in our analyses. One would anticipate that the severity of diseases (or number of chronic conditions) would also include information on pain to various degrees and in different regions. Pain seems to be a characteristic present in almost all MSD. Therefore, though a consideration of pain as an indicator of existing disease maybe a relevant issue for short-term follow-ups, with our data with its long follow-up time, it seemed more appropriate to analyze pain as an independent risk factor. Moreover, we may assume that by adjusting for severity of diseases, we have also captured some of the pain-related aspects into our analyses. The descriptive analysis of the sample showed that less than 9% of subjects with DP had very life-threatening conditions, whereas most individuals (55-70% of those with DP) suffered from conditions that were not at all life-threatening or conditions that were considered only somewhat life-threatening.
Conclusions
Health behaviour in adulthood, such as long-term use of tobacco products, BMI increase, physical activity, and both stability and change in the number of pain locations has an effect on the incidence of DP. In particular, the effect of physical activity is related to adulthood choices or habits, not being affected by the childhood environment. Therefore, to keep a stable weight and to continue to be physically active throughout the lifespan, when possible, is of importance.
